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Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-9982-P; CMS-9982-NC
P.O. Box 8016
Baltimore, MD 21244-1850

Re: Summary of Benefits and Coverage and the Uniform Glossary (CMS–9982–P);
Templates, Instructions, and Related Materials (CMS–9982–NC)

Sir or Madam:

We write to provide comments on behalf of the American Benefits Council (“Council”)
in response to the Notice of Proposed Rulemaking (“NPRM”) on the Summary of
Benefits and Coverage and Uniform Glossary, 76 Fed. Reg. 52,442 (Aug. 22, 2011) and
the Templates, Instructions, and Related Materials, 76 Fed. Reg. 52,475 (Aug. 22, 2011).

The Council is a public policy organization representing principally Fortune 500
companies and other organizations that assist employers of all sizes in providing
benefits to employees. Collectively, the Council’s members either sponsor directly or
provide services to health and retirement plans that cover more than 100 million
Americans.

INTRODUCTION

Section 2715 of the Public Health Service Act (“PHSA”), added by the Patient Protection
and Affordable Care Act (“Affordable Care Act”), directs the Departments of the
Treasury, Labor, and Health and Human Services (collectively, the “Agencies”) to
develop standards for use by a group health plan and a health insurance issuer in
compiling and providing a summary of benefits and coverage (“SBC”) that “accurately
describes the benefits and coverage under the applicable plan or coverage.” The NPRM
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and related documents propose such standards.

We support the intent of PHSA section 2715 to provide assistance to help individuals
make better informed decisions. We believe that disclosures and other communications
regarding health benefits are an important component of benefit plan administration
and design.

We appreciate that the standards have been issued in proposed form, thus providing all
stakeholders the opportunity to comment on them prior to any implementation. This is
particularly important given the significant compliance challenges that PHSA section
2715 and the NPRM pose for large self-insured plan sponsors.

Below are our comments and recommendations with respect to final regulations or
other guidance implementing PHSA section 2715.

APPLICABILITY DATE

For the reasons discussed below, the Council requests an immediate sub-regulatory
communication clarifying that new PHSA section 2715 will not apply with respect to
enrollment restrictions occurring on or after March 23, 2012. This clarification is needed
immediately to ensure that plan sponsors do not expend resources unnecessarily in the
next several weeks or months to implement the proposed rules. Additionally, the
Council requests that any eventual applicability date be delayed for group health plans
until plan years beginning on or after January 1, 2014. In the alternative, and at
minimum, the Council requests that the applicability date be no sooner than with
respect to plan years beginning after the close of the 18th month following the issuance
of any final rule.

The applicability date should be delayed for group health plans until no sooner than
the 2014 plan year. Congress’s intent in enacting new PHSA section 2715 was to permit
individuals to make meaningful and informed decisions among different coverage
options. While the Council and its members fully support this objective – and in fact
have been innovators over the years in providing employees with tools and materials to
allow for meaningful choice and informed decision making – at least with respect to
group coverage, the SBC is unnecessary prior to 2014. This is because in nearly all
instances group coverage will be a favorable coverage option to coverage that can be
purchased through the individual insurance market. There are many reasons for this,
some of which are: certain economies of scale; better insurance risk with respect to
group coverage; and the fact that a great many employers pay a substantial portion of
the premium for group coverage (in some cases, up to 100% of self-only coverage).

Thus, except for a few limited circumstances (e.g., where a husband and wife both work
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and have access to employer-sponsored coverage through their respective employers),
it is generally the case that, at least through the end of 2013 (i.e., prior to the
establishment of any state exchanges), employees who are eligible for group coverage
are unlikely to need to make coverage comparisons with respect to non-group coverage
options. Moreover, in situations where employees have a choice of group coverage
options through their employers, as discussed throughout this letter, employers have
been and continue to be innovators in providing easy to read and understandable
information to employees regarding their various coverage options to facilitate
informed and sound coverage decisions.

For these reasons, we request that the applicability date be delayed with respect to
employer-sponsored group coverage until at least the start of the 2014 plan year.

In the alternative, we request that the applicability date be delayed for at least 18
months following the issuance of any final rule. PHSA section 2715 provides that an
SBC with respect to enrollment restrictions is to be provided not later than March 23,
2012. PHSA section 2715 also directs the Secretary to develop standards not later than
March 23, 2011. The NPRM was issued five months after this deadline.

Given the late issuance of the NPRM and for other reasons discussed below, it would be
very difficult, if not impossible, for large plan sponsors to come into compliance with
the SBC requirements by March 23, 2012. This is due, in part, to the fact that the SBC
requirements will require substantial modification of the systems of both self-insured
plan sponsors and health insurance issuers. For example, plan sponsors will need to
gather data from insurance companies, health plan consultants, communications
experts, and outsourcers, which will take time to complete. In addition, the information
technology staffs of employers and/or their outsourcers will need to implement and
test system changes. Moreover, to avoid duplicative or confusing disclosures, some
plan sponsors may need time to reevaluate their disclosure practices in light of the new
SBCs.

In addition to the above, most large plan sponsors are already very far along in
planning for and/or administering their fall annual open enrollment with respect to the
2012 calendar plan year. In this regard, plan designs and communication materials are
already confirmed for the 2012 plan year or are in final review. Thus, designing,
building and implementing SBCs that comply with yet-to-be released final regulations
in time for 2012 plan years would require major rework and severely disrupt existing
budgeting and sourcing. Because participants and potential participants already have
access to effective communications to compare health plan options, the Council does
not believe that the delay will harm individuals.

The Council believes the requested delay in the applicability date is also warranted
given the likelihood that the NPRM will be significantly modified as part of a final
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rulemaking, as evidenced by the NPRM itself and its request for additional comments
on a host of outstanding issues. Our members indicate that, regardless of whether they
undertake these efforts in-house or use the services of a third-party administrator, it is
their expectation that the implementation process could take well over a year following
the issuance of a final rule. Given the significant costs and burdens to employers in
complying with these new rules, we believe an 18-month delay following delivery of a
final rule is warranted to ensure that all parties involved have sufficient time to make
delivery systems changes and other needed modifications to take account of these new
rules.

In summary, the Council strongly recommends that the Agencies issue immediate
guidance to delay the applicability date of the SBC requirements for group health plans
until plan years beginning on or after January 1, 2014. At minimum, the Council
requests that the applicability date be based on the start of a given plan or policy year
(as opposed to being based on enrollment restrictions) and apply no sooner than 18
months following the issuance of any final rule.

A SAFE HARBOR IS NEEDED FOR EMPLOYER-SPONSORED GROUP HEALTH PLANS

Large plan sponsors have long provided summary information to eligible participants
as part of their enrollment processes and through related plan materials to assist
employees in making meaningful decisions regarding their benefit choices. Large plan
sponsors have been innovators in providing employees with communications that
effectively allow them to compare their benefit choices.

Flexibility is needed to allow employers to continue to innovate and implement such
practices. In this regard, the Council urges the Agencies to adopt a safe harbor that
recognizes current plan sponsor practices as compliant, so long as they provide the
SBC-required content.

Statutory Basis for Safe Harbor. The Council’s intent in proposing the safe harbor is to
ensure that implementation of the SBC requirements does not disrupt existing
successful and efficient processes, so long as such practices already provide (or are
modified to provide) the required SBC content. Notably, when Congress enacted new
PHSA section 2715, it imposed a specific penalty for failure to comply with the new SBC
provisions (beyond the penalties that generally apply under the Affordable Care Act to
violations of the market reforms generally). Significantly, the provision imposes a
monetary penalty for a plan or issuers failure to provide the requisite “information”
rather than for failure to adhere to any specific formatting requirements or the new
PHSA section 2715 more generally.

Lastly, the statutory language of new PHSA section 2715 requires only that the
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Agencies “consult” with the National Association of Insurance Commissioners
(“NAIC”). This, coupled with the Agencies’ broad regulatory authority under the
Affordable Care Act and the related statutes (i.e., the PHSA, ERISA and the Internal
Revenue Code), provides the Agencies with discretion to issue rules establishing a safe
harbor for large employer plans.

Discussion. When employers offer different levels or types of coverage, in addition to
providing a Summary Plan Description (“SPD”) and summaries of material
modifications (“SMMs”) as required by the Employee Retirement Income Security Act
of 1974 (“ERISA”), they very often provide a host of tools to eligible participants to
allow such participants a meaningful opportunity to compare their coverage options.
These tools include side-by-side charts and analyses showing the material benefits and
exclusions of each type of coverage, including relevant premium and cost-sharing
information (such as copayments, deductibles, out-of-network charges, and annual and
lifetime limits on other than essential benefits).

Additionally, many large group sponsors have moved to a “paperless” enrollment
process whereby plan enrollment (including the provision of summaries of benefit
information) is accomplished via electronic means. Notably, the Office of Personnel
Management (“OPM”) has instituted a similar practice in connection with the Federal
Employees Health Benefits Plan (“FEHBP”) for this year.1 In addition, many employers
provide charts that facilitate comparison of the key features of the plan choices available
to employees, as well as interactive, on-line tools that assist decision making by
allowing individuals to select the specific features of various health plan choices which
they choose to compare. Other employers may assist employees by helping them
obtain more detailed information on their health plan choices by maintaining it on a
dedicated website.

Proposed Safe Harbor. Under the safe harbor contemplated by the Council, plan
sponsors would be required to include all information required by PHSA section 2715
as part of existing plan materials and plan comparison decision tools provided to
eligible plan participants. Under this safe harbor option, plans would be in compliance
with the SBC rules as long as enrollment materials provided to individuals eligible to
participate in a plan contain all of the SBC-required information. No separate stand-
alone document would be required to be provided and plans would not be required to
use the uniform template prescribed in the proposed rules.

As part of the safe harbor, the Council strongly urges the Agencies to consider
implementing an expanded electronic delivery rule beyond that set forth in the NPRM.
The NPRM incorporates the existing ERISA electronic delivery rule for purposes of

1 See “FEHB Is Going Green,” available at http://www.opm.gov/insure/health/gogreen/index.asp.

OPM expects to save $5 million in premiums by dropping the brochure mailing requirement.
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furnishing the SBC. We do not believe that the Affordable Care Act mandates that the
ERISA electronic delivery rule be used for this purpose. PHSA section 2715 states
merely that the SBC be permitted to be delivered in “electronic form.” Nowhere does
PHSA section 2715 reference the application and/or use of the ERISA electronic
delivery rule. Moreover, although section 2715 of the PHSA is incorporated by
reference into section 715 of ERISA, ERISA section 715 clearly states that, to the extent
the PHSA and ERISA conflict, the PHSA shall control.

We believe, therefore, that the Agencies possess the necessary authority to develop an
electronic delivery rule that is best suited to reflect current technology and customer
behavior, regardless of whether it mirrors that which currently applies by regulation
under ERISA. To this end, we encourage the Agencies to adopt a broader electronic
delivery rule for purposes of PHSA section 2715 including, for example, one that
permits issuers and plan sponsors to post the SBC to a continuous access website. Such
“paperless” enrollment is being used successfully by the vast majority of large
employers (including OPM for FEHBP starting in 2012, as mentioned above). Thus,
requiring the printing and mailing of the SBCs would be for many employers a “step
backward” in terms of innovation and would impose substantial costs on employer
sponsors for little, if any, value to employees.2

COMMENTS SPECIFIC TO NPRM REQUIREMENTS

As discussed above, the Council strongly believes that a safe harbor is needed with
respect to the SBC requirements. However, to the extent that the Agencies choose not to
establish a safe harbor, or to establish a modified safe harbor, we provide the following
comments, which are applicable to specific requirements of the NPRM that would
apply outside the safe harbor recommended in this section.

Provision of SBC “Upon Request.” When a participant or potential participant requests
an SBC, the NPRM would require that the SBC be provided as soon as practicable
following the request, but no later than seven days (not business days) following the
request.

Although the Council understands that the Agencies’ intent is for participants and/or
potential participants to have the most up-to-date information regarding coverage and
potential coverage, we urge the Agencies to allow more time for SBCs to be provided

2 For further discussion of our recommended rule regarding electronic delivery, we encourage the
Agencies to review our written comments to the Department of Labor in response to its request for

comments regarding its existing regulatory safe harbor for electronic delivery of ERISA-governed
disclosures. See Council Response to Request for Information – E-Disclosure (RIN 1210-AB50) at 4 (June

6, 2011).
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upon request. From an administrative perspective, it would be very difficult for a large
self-insured plan sponsor to respond to every request for an updated SBC within 7
consecutive days. To this end, the Council respectfully urges the Agencies to provide
for a period of at least 7 business days in which a plan sponsor or issuer may
electronically provide an SBC upon request.

“Single Address” Rule. To prevent unnecessary duplication with respect to group
health coverage, the NPRM proposes, among other things, that, if a participant and any
beneficiaries are known to reside at the same address, providing a single SBC to that
address will satisfy the obligation to provide the SBC for all individuals residing at that
address. Permitting one SBC to satisfy the obligation with respect to multiple
individuals will be useful to plan sponsors in decreasing the cost of producing and
delivering the SBC. Accordingly, we support the rule contained in the NPRM and urge
that it be included in any final rulemaking.

Frequency Upon Reenrollment. The Council supports the rule in the NPRM providing
that, with respect to renewal of an employee already enrolled in a given plan or benefit
option, during annual enrollment such employee needs only to receive the SBC for the
option in which they are enrolled and not all of the other options for which they may be
eligible.

CONTENT

Premium/Cost Coverage Tiers. The NPRM invites comments as to whether the SBC
should include premium or cost information and, if so, the extent to which such
information should reflect the actual cost to an individual net of any employer
contribution, as well as the extent to which the cost information should include costs for
different tiers of coverage (e.g., self-only, family) (“Cost Features”).

A rule requiring the development and issuance of a separate SBC for each coverage tier
would be very costly to implement and maintain. The Council recommends that future
guidance clarify that health plans and issuers may issue one SBC with respect to a given
plan or benefit option and accompany the SBC with one or more attachments specifying
the Cost Features of each coverage tier. For example, where a plan has three self-
insured options (no deductible, moderate deductible, and high deductible) and five
HMOs with four coverage levels (employee only, employee plus spouse, employee plus
children and family), the plan would be permitted to prepare 8 SBCs, one for each self
insured or HMO option, and then attach a uniform table showing all of the available
coverage levels and the premium cost for each option with respect to that coverage
level.

In this way, a plan that has several benefit options would be permitted to provide one
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SBC for each benefit option and include relevant Cost Features in one or more
corresponding attachments (such as a table with side-by-side premium information,
etc.). We believe this rule is preferable to that set forth in the NPRM as it would ensure
that all necessary information is provided to eligible participants, while maximizing
efficiency and minimizing cost (by allowing employers needed discretion to present
and deliver information regarding Cost Features).

Coverage Examples. PHSA section 2715 requires that an SBC include a “coverage facts
label.” The NPRM proposes to satisfy this statutory requirement by including
“coverage examples” illustrating benefits provided under the plan or coverage for
common benefits scenarios, including pregnancy and serious or chronic medical
conditions. Such coverage examples appear to be intended to allow participants or
potential participants to use this information to compare their shares of the cost of care
under different plan or coverage options. The NPRM permits the Agencies to identify
up to six coverage examples that may be required in an SBC. The NPRM proposes to
implement three coverage examples upon the applicability date of the regulations,
reserving the possibility to adopt three additional examples in the future.

The Council is very concerned that coverage examples will require plan sponsors to
expend considerable cost and time to develop and implement them, and there is a
significant potential for causing confusion among employees. The Council
recommends that the coverage example requirements be delayed until the Agencies
receive and consider public comments and issue guidance reflecting the Agencies’
consideration of such comments.

Following issuance of such further guidance, or, as an alternative to the
recommendation in the preceding sentence, the Council proposes that the coverage
examples be phased in on a more gradual schedule than what is proposed in the
NPRM. The inclusion of coverage examples in disclosure documents is an entirely new
concept, and it seems sensible to “test out” the concept with implementation of only one
coverage example rather than all three at once. In this regard, the Council supports a
phase-in of the coverage examples over a period of time, e.g., one coverage example
would be required in Year 1, two coverage examples would be required in Year 2, and
three coverage examples would be required in Year 3.

List of Common Medical Events. The SBC template issued with the NPRM requires a
significant amount of information regarding what the plan covers and does not cover.
The list of required coverage information is expansive and is generally duplicative of
that found in an employer’s SPD with respect to a given benefit option. In fact, in many
regards the discussion contained in the SPD is more comprehensive and meaningful
than that which would be mandated as part of the SBC. Accordingly, the Council urges
the Agencies to reduce the number of common medical events that must be included in
the SBC to the following six events:
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 office visit

 outpatient services

 hospitalization

 prescription drugs

 mental health

 preventive services

To this end, the Council requests that the Agencies, to the extent necessary, make clear
in the final regulations that the SBC include a statement that an eligible participant
should consult the relevant SPD for a complete list of covered services and/or
exclusions.

Uniform Glossary. The Uniform Glossary included in Appendix E of the NPRM
contains terms frequently used in insured health plans, but that do not necessarily
reflect terminology or definitions used in self-insured plans. For example, the Uniform
Glossary repeatedly uses the term “health insurer” which could confuse participants in
a self-funded plan that does not have a health insurer. In addition, there is a
significant likelihood that the definitions of terms contained in the proposed Uniform
Glossary will not match definitions in a participant’s health plan documents, including
SPDs and other materials.

The Council requests that future guidance allow plan sponsors to include a statement in
the SBC where the Uniform Glossary is referenced (similar to that included at the
beginning of the proposed Uniform Glossary) that makes clear that the terms and
definitions in the Uniform Glossary may not reflect the group health plan terms and
conditions and should not be relied on for that purpose. In the absence of such a
statement, participants may be misled in relying upon the Uniform Glossary to help
them understand specifics of their coverage options, eligibility or other important
aspects of their employer-sponsored coverage.

APPEARANCE

Length of the SBC. PHSA section 2715 provides that the SBC is to be presented in a
uniform format, utilizing terminology understandable by the average plan
participant that does not exceed four pages in length, and does not include print smaller
than 12-point font. Outside of the safe harbor set forth above, the Council supports
permitting double-sided 4 pages for a total of 8 pages.

Coordination of the SBC with other relevant documents. The Council requests that the
final regulations permit an SBC to be packaged together or otherwise coordinated with
an SPD and/or any other existing group health plan disclosure requirements (rather
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than requiring it to be distributed as a stand-alone document as set forth in the NPRM).
Allowing plan sponsors to include the SBC with an SPD and/or other relevant
information (such as annual enrollment materials) will reduce costs and administrative
burdens for employers and participants by reducing the need for duplicative and
unnecessary mailing and printing costs.

Template. The preamble to the NPRM states that the Agencies recognize that changes
to the SBC template may be appropriate to accommodate various types of plan and
coverage designs, to provide additional information to individuals, or to improve the
efficacy of the disclosures recommended by the NAIC. The NPRM also notes that the
SBC template and related documents were drafted by the NAIC primarily for the use of
health insurance issuers.

We agree that the structure of the SBC template and its terms do not generally reflect
those used in the self-insured plan context. Requiring the sponsor of a self-insured
plan to summarize plan benefits using the template in its proposed form could lead to
confusion or misinterpretation by participants. We request clarification that plan
sponsors are permitted to modify the SBC as necessary to accommodate the plan
options offered to their employees.

The Council also requests clarification in future guidance that the SBC template does
not require disclosure of network design or geographic programs (such as centers of
excellence or clinics). We suggest that the sections of the template entitled “Rights to
Continue Coverage” and “Your Grievance and Appeals Rights” be eliminated for self-
insured group health plans as these terms and disclosures are standard for ERISA
plans and are not necessary for purposes of comparing coverage options.

FORM AND MANNER – ELECTRONIC DELIVERY

The NPRM would permit the SBC to be delivered either in paper format or via
electronic means, so long as the requirements of the Department of Labor’s existing
electronic delivery rule are satisfied. The Council urges the Agencies to develop
broader electronic delivery rules for purposes of the SBC requirements. Even if the
Agencies decline to adopt the safe harbor to the SBC requirement discussed in detail
above, we strongly recommend that the Agencies include a more flexible electronic
delivery rule as described above.

As noted above, the Affordable Care Act does not mandate that the ERISA electronic
delivery rule be used for this purpose. Rather, PHSA section 2715 simply states that the
SBC may be delivered in “electronic form” without reference to the ERISA electronic
delivery rule. Moreover, although section 2715 of the PHSA is incorporated by
reference into of ERISA, ERISA section 715 clearly states that, to the extent the PHSA
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and ERISA conflict, the PHSA shall control. As a result, we believe the Agencies
possess the necessary authority to develop an electronic delivery rule that is best suited
to reflect current technology and customer behavior, regardless of whether it mirrors
that which currently applies by regulation under ERISA. We urge the Agencies to
adopt a broader electronic delivery rule for purposes of PHSA section 2715 including,
for example, one that permits issuers and plan sponsors to post the SBC to a continuous
access website with appropriate notice.

LANGUAGE

PHSA section 2715 requires that the SBC be “presented in a culturally and linguistically
appropriate manner.” In this regard, the Council supports the NPRM’s proposed
application of the standard set forth in the internal and external claims review
guidance, i.e., generally requiring that plans provide interpretive services, and must
provide written translations of the SBC upon request in certain non-English languages.3

Specifically, the Council recommends that a written translation of the SBC only be
required to be provided upon qualifying request, as proposed in the NPRM. In
addition, the Council requests confirmation that written translations of the uniform
glossary will be made available by the Agencies in advance of the applicability date
with respect to PHSA section 2715.

ADVANCE NOTICE OF MATERIAL MODIFICATIONS

The NPRM would require plans and issuers to provide a notice of material modification
to participants no later than 60 days prior to the date on which the change will become
effective, to the extent such material modification (i) is not reflected in the most recent
SBC provided, and (ii) occurs other than in connection with a renewal or reissuance of
coverage. The NPRM would require the issuance of such a notice only if the material
modification would affect the content of the SBC.

The Council supports limiting the advance notice requirement to only those material
modifications that would render invalid or incorrect information contained in the most
recently issued SBC. We believe such a rule is appropriate for a host of reasons. ERISA
already requires meaningful disclosure of material modifications via the required
issuance of a summary of material modifications (“SMM”) within a certain time period
following any material modification. Thus, interpreting new PHSA section 2715 to
require advance notice of material modifications beyond those affecting the SBC is
unnecessary in light of ERISA’s requirements. Additionally, a contrary rule would

3 See 75 Fed. Reg. 43,330 (July 23, 2010) as amended by 76 Fed. Reg. 37,208 (June 24, 2011).
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render the SMM requirement essentially useless and would impose unnecessary and
duplicative costs and burdens on employers and plan participants. We note that a
contrary rule would likely result in participant confusion as participants would be
receiving notices of a material change both before and after the change occurs. This
would likely confuse participants and lead some to erroneously believe that the plan
may be undergoing more than one material change.

Lastly, we request that the Agencies issue additional guidance clarifying what
constitutes a material modification for purposes of the SBC advance notice requirement.
As part of such clarification we request that the Agencies make clear that a material
modification does not occur solely by virtue of a change in the provider network.
PENALTY FOR FAILURE TO PROVIDE THE SBC

PHSA section 2715(f) provides that a group health plan (including its administrator)
and a health insurance issuer offering group or individual health insurance that
willfully fails to provide the information required will be subject to a fine of not more
than $1,000 for each such failure. For this purpose, it appears to us that not providing
the requisite information with respect to each enrollee could be treated as a separate
failure. Given the severe nature of these penalties, the Council urges the Agencies to
consider whether a corrections program might be appropriate, at least with respect to
the first few years of implementation, to ensure that employers and issuers do not find
themselves subject to substantial monetary penalties notwithstanding appropriate
efforts to comply with these new rules.

APPLICABILITY

International plans. The NPRM requests comments as to whether any special rules are
necessary to accommodate expatriate plans. The Council requests that the Agencies
except international plans – in particular, expatriate plans – from the application of the
SBC requirements. Typically, employees eligible to participate in international plans
only have one coverage option and often would not have the need for a comparative
document such as the SBC. In the event that the Agencies do not wish to except
international plans as a whole from the SBC requirement, the Council requests that the
Agencies clarify in the final SBC regulations the types of international plans that are
subject to the SBC requirement. At the very least, the Council does not believe that the
SBC requirements should apply to nonresident aliens, without regard to whether they
are participating in an ERISA-covered plan.

Stand-Alone Health Reimbursement Arrangements. The Council urges the Agencies to
issue guidance excepting stand-alone health reimbursement arrangements (“HRAs”)
from the SBC requirements. As with international plans, employees eligible to
participate in a stand-alone HRA will not have multiple options among which to
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choose. Thus, such employees would have no practical need for an SBC with respect to
a stand-alone HRA. In addition, the SBC template would not translate well to the
stand-alone HRA context, given that the template was designed for insured plans
providing comprehensive medical coverage. The terms and contents required to be
used in the SBC template often would not be applicable -- and in fact may simply
induce confusion -- in the HRA context.

Retiree health, HIPAA-excepted coverage and EAPs. In addition, the Council requests
that future guidance affirm that the SBC requirements do not apply to retiree health
plans, HIPAA-excepted benefits, or employee assistance programs.

* * *

We appreciate the opportunity to provide comments regarding the NPRM and related
documents, which would implement the SBC requirements of PHSA section 2715. If
you have any questions or would like to discuss these comments further, please contact
us at (202) 289-6700.

Sincerely,

Paul W. Dennett
Senior Vice President,
Health Care Reform

Kathryn Wilber
Senior Counsel,
Health Policy


